Chordoma arises from cellular remnants of the notochord. It is the most common primary malignancy of the spine in adults. Approximately 50% of chordomas arise from the sacrococcygeal area with other areas of the spine giving rise to another 15% of chordomas. Following complete resection, patients can expect a 5-year survival rate of 85%. Chordoma has a recurrence rate of 40%, which leads to a less favorable prognosis. Here, we report two cases of chordoma presenting with occipital neuralgia and cervicalgia. The first patient presented with a C1-C2 chordoma. He rejected surgical intervention and ultimately died of respiratory failure. The second patient had an atlantoaxial chordoma and underwent surgery because of continued occipital neuralgia and cervicalgia despite nerve block. This patient has remained symptom-free since his operation. The presented cases show that the patients' willingness to participate in treatment can lead to appropriate and aggressive management of cancer pain, resulting in better outcomes in cancer treatment.
INTRODUCTION
Chordoma originates from the cellular remnants of the notochord. It is the most common primary malignancy of the spine in adults, and is typically seen in adolescents and young and middle-aged adults. Approximately 50% of chordomas originate from the sacrococcygeal area. Other areas of the spine give rise to another 15% of chordomas [1] . The 5-year survival rate is 85% in patients with complete resection. Chordomas have a recurrence rate of 40%. With recurrence, a secondary surgery becomes necessary, however, recurrence portends a poor prognosis even with additional radiotherapy and chemotherapy [2] . Additional treatments can lead to general weakness because of a longer duration of treatment, and cancer pain can be a threat to quality of life. We report on two patients with chordoma that presented with occipital neuralgia and cervicalgia. The first patient had a C1-C2 vertebral body chordoma that was diagnosed at another center. The patient refused surgical resection and, despite pain management and nerve block, ultimately succumbed to death. The second case presented with sustained occipital neuralgia and cervicalgia unresponsive to nerve block. Following MRI imaging and diagnosis, the patient underwent surgery and remained symptom-free. The presented cases have different outcomes and prognoses stemming from the difference in intensive surgical management and pain control.
CASE REPORT

Case Report 1
A 71-year-old man was referred to our pain clinic with imaging, we found that the cervical spinal tumor had increased in size. After 6 months of follow-up, the patient was admitted to our institution's intensive care unit because of pain and drowsiness, and ultimately passed away due to respiratory failure.
Case Report 2
A 75-year-old man with the chief complaint of neck pain and tingling in his upper extremities was referred to our institution's pain clinic. On physical examination, his upper extremities had normal motor function but the left thumb and index finger had diminished sensation. There was tenderness on the back of the neck. Bilateral occipital cervicalgia was 7-8 on the VAS score. The patient also complained of a persistent and dull pain in his left shoulder.
To control his neck pain, a cervical epidural block was performed at the C6-C7 level using a mixture of mepivacaine 0.5% 5 mL and dexamethasone 2 mg. Despite the block, occipital cervicalgia persisted, and an MRI was performed. In cervical spine MRI images, atlantoaxial bony fragmentation 
DISCUSSION
Chordoma is a relatively rare tumor that primarily occurs in the axial skeleton. Approximately 6% of chordomas arise from the cervical spine as a slowly growing tumor, which makes the tumor symptomatic at relatively later stages [3, 4] .
Upper cervical tumors often are accidentally discovered during investigation of cervical radiculopathy. The tumor causes compression of the cervical nerve roots or gives rise to referred pain in the neck due to invasion into the cervical facet joints. Occasionally, the lesion is mistaken for a facet joint pathology or cervical disc herniation. It also can create a mass effect in the retropharyngeal area and cause symptoms such as dysphagia and dysphonia [4, 5] . There is a 5-43% rate of metastasis to lung and other spinal areas.
Although the tumor is histologically benign, it is clinically malignant as it infiltrates the neighboring tissues, such as bone, lymph nodes, skin, liver, and brain [6] .
Gadolinium-enhanced MRI imaging shows heterogeneous lesions with low-to moderate-signal intensities on T1-weighted images and high-signal intensities on T2-weighted images [7, 8] . matic treatment, palliative surgery, radiotherapy, and postoperative local chemotherapy with cisplatin on the resected margins [11] . In cases with recurrence or incomplete resection, pain control lets the patients return to their previous daily activities and reinforces their willingness to partake in treatment and rehabilitation [12] .
Atlantoaxial chordoma frequently becomes clinically symptomatic when it has grown considerably in size. Nerve compression and intraspinal invasion may result in severe neurologic complications [13] . In our presented cases, the tumor had invaded the second cervical spine root, and neuralgia of the greater occipital nerve led to headache. Ultrasound-guided greater occipital nerve block is a more precise procedure that requires less local anesthesia (Fig. 3) .
It also prevents complications such as arterial puncture or nerve injury [15] . In our patients, we achieved acceptable results of pain relief using multimodal pain management that included ultrasound-guided occipital nerve block. Our In conclusion, the presented cases show that the patients' willingness to participate in treatment can lead to appropriate and aggressive management of cancer pain, resulting in better outcomes in cancer treatment.
